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World No-Tobacco Day — May 31, 2001 


World No-Tobacco Day is May 31, 2001. The theme, “Second-Hand Smoke Kills—Let'’s 
Clear the Air,” was designated by the World Health Organization (WHO) to raise aware 
ness of the hazards of exposure to second-hand smoke. Tobacco use worldwide will 
cause an estimated 10 million deaths annually by 2030 (7 

An effective strategy to promote and encourage tobacco-free policies is to link them 
with sporting events. Such policies also reduce nonsmokers’ exposure to second-hand 
smoke (2). The 1988 Olympic Winter Games in Calgary, Alberta, Canada, was the first 
tobacco-free Olympics. Since then, all of the Olympic Games have had tobacco-free 
poricies (3) 

For the 2002 games, the Olympic organizing committee for Salt Lake City, Utah, will 
mplement a public information campaign using Olympic athletes to promote healthy 
lifestyles and sports as an alternative to tobacco use. Plans also include information to 
ncrease awareness of the tobacco-free policy among visitors, media, athletes, and offi 
cials from participating countries 

Another media campaign is “Tobacco Kills—Don’t Be Duped,” which aims to ban 
tobacco advertising and promotion at sporting events globally. Additional information 
about World No-Tobacco Day 2001 is available at http://tobacco.who.int*, and http 
www.cdc.gov/tobacco; telephone (800) 232-1311 
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Tobacco Use Among Adults — Arizona, 1996 and 1999 


in 1994, Arizona passed the Tobacco Tax and Healthcare Act (Proposition 200) that 


ncreased the tax on cigarettes from $0.18 to $0.58, and allocated 23% of the resulting 
revenues to tobacco-control activities. Since 1995, Arizona has used the tobacco-control 
funds (approximately $30 million per year) to support the Arizona Department of Health 
Services (ADHS) Tobacco Education and Prevention Program (TEPP), a comprehensive 
program to prevent and reduce tobacco use. To track changes in tobacco use, the know! 
edge and opinions of Arizona residents about tobacco use, and the proportion of smokers 
advised to quit smoking by health-care providers, ADHS conducted the Arizona Adult 
Tobacco Survey (ATS) in 1996 and a follow-up survey in 1999. This report compares 
results of these two surveys, which indicate that prevalence of tobacco use among adults 
decreased, and the proportion of adults who were both asked about tobacco use and 
1dvised to quit by health-care providers and dentists increased. On the basis of these 


fir f 


lings, if all states implemented comprehensive programs similar to those in Arizona 
the national health objective for 2010 of reducing the adult smoking rate by half during 
this decade could be achieved 
The Arizona ATS is a random-digit—dialed, computerized, telephone-interview survey 
of Arizona residents aged >18 years in five regions of the state. Surveys were conducted 
n English or Spanish. In 1996, 6000 surveys were completed, and in 1999, 4868 were 
completed. The response rate (7) was 83.4% for the 1996 survey and 74.6% for the 1999 
survey. To ensure representativeness and comparability, the samples in 1996 and 1999 
standardized to th 1996 age/race distribution for 
Arizona. The data were weighted by the number of adults in the household and the 
proportion of the adult population in the regions sampled. The surveys were analyzed by 
ising SAS for point estimates and SUDAAN for standard errors. Hypothesis tests for 
changes in point estimates of current smoking were conducted for each demographi 
category. Resulting two-tailed p-values of <0.05 were significant. A current smoker was 
defined as someone who answered “yes” to the question “Have you smoked at least 
100 cigarettes in your entire life?” and who answered “every day” or “some days” to 
the question “Do you now smoke cigarettes every day, some days, or not at all?” Current 
smokers also were asked whether their health-care provider asked them about smoking 
and, if so, whether their health-care provider advised them to quit 
Prevalence of current smoking declined among women, men, whites, and Hispanics 
Table 1). The greatest decrease in smoking prevalence, by age, was among smokers 
aged >65 years. By income level, the most substantial decline in smoking prevalence 
was among those with a household income of <$10,000 per year. By education level, the 
greatest reduction in smoking was among persons with an 8th grade education or less 
From 1996 to 1999, a significant increase was found in the percentage of smokers 
who were asked about smoking by health-care providers (i.e., physicians, nurse practi 
tioners, physician assistants) and dentists (Table 2). Although no difference was found 
between 1996 and 1999 in the proportion of smokers advised to quit smoking (of those 
who were asked about smoking), the overall proportion of smokers both asked about 
smoking and advised to quit by a health-care provider (the product of the first two pro 
portions) increased from 25.1% (95% confidence interval [Cl]=+4.1) in 1996 to 36.7% 
95% Cl=+4.5) in 1999. The proportion of smokers who were both asked about smoking 
and advised to quit by a dentist increased from 9.9% (95% Cl=+4.5) in 1996 to 24.9% 
(95% Cl=+4.7) in 1999 
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TABLE 1. Percentage of smokers*, by selected characteristics — Arizona Adult 
Tobacco Survey, Arizona, 1996 and 1999 





1996 1999 
(n=6000) (n=4868) 
Characteristic (95% Cl’) (95% Cl) 











Sex 
Men (+1.8) 
Women 21.3 (+ ) ; (+1.6) 

Age group (yrs) 

18-24 26.( +é +3.9) 
25-3 24 (+2.7) +2.9) 

35-44 23.7 +2.6) C +2.9) 

45-54 26 (+3 2 (+3.0) 
55-64 21.4 +3.4) 5 (+3.2) 

5 15 (+2.4) # (+1.8) 

Race/Ethnicity 
White 23. (+1.4) +1.4) 
Black 
Hispani 

Income 

<$10,000 31.2 (+5. 22.8 
$10,000-$19,999 : +3.6 20.8 
$20,000-$29,999 26.5 (+ 25.0 
$30,000-$49,999 24.7 +2.7) 20.0 
$50,000-$74,999 ).¢ +3.3 17.3 

-$75,000 18.1 +4.0) 12.4 

Education 
Grades 1-8 29.3 +7.5) 16.2 
Some high school 30 +5.6) 29.1 
High school graduate or GED ] +2.5) 22.0 
Some college or tech school 22.9 (+2.1) 21.3 
College graduate 16 t 10.1 

Marital status 
Married 20.2 1.5 15.6 
Divorced 32 (+4 32.0 
Widowed 19.1 +4.0 17.4 
Never married 27.3 3 21.9 


7) 23.8 


Unmarried couple 8.8 + 


Total 23.1 (1.2) 18.3 





* Persons aged >18 years who reported having smoked >100 cigarettes in their entire life 
who reported smoking every day or some days 
Confidence interval 
Significant value: two-tailed p<0.05 
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TABLE 2. Percentage of smokers* asked about tobacco use by a health-care 
provider or dentist — Arizona Adult Tobacco Survey, Arizona, 1996 and 1999 





1996 1999 
(n=1670) (n=1249) 
Question (95% Cl") (95% Cl) 











the last year, did a health-care 
der’ ask you about smoking? 

if yes, were you advised 

to stop smoking? 

Asked about smoking and 


advised to stop smoking by a 


sar, did a dentist 


ou about smoking?** 


> you advised 


op smoking? 


Asked about smoking and 
advised to stop smoking by 


a dentist? 9.9 +4.5 24.9 +4.7)' 





* Persons aged >18 years who reported having smoked >100 cigarettes in their entire life and 
who reported smoking every day or some days 
Confidence interval 
includes physicians, nurse practitioners, or 1ysician assistants 

‘Significant value: two-tailed p<0.05 


*Asked of respondents who visited a dentist during the year preceding the survey 


Reported by: RS Porter, MS, VR Gowda, MHS, K Kotchou, MPH, J Nodora, DrPH, R Leischow 
MPH, Arizona Dept of Health Svcs. Office on Smoking and Health, National Center for Chronic 
Disease Prevention and Health Promotion, CDC. 
Editorial Note: The results of the 1996 and 1999 Arizona ATS indicate that the prevalence 
of cigarette use among Arizona adults decreased substantially following the 
implementation of the statewide Arizona TEPP. The decrease in smoking prevalence 
among low income and low education groups also indicates a narrowing in disparities in 
cigarette use 

TEPP directed many of its activities toward Hispanics, which may, in part, explain the 
substantial decrease in cigarette smoking in that population. TEPP serves the Hispanic 
population through its Spanish language statewide media campaign and telephone 
helpline and through local cessation and prevention services. TEPP uses methods appro- 
priate for this population, including Promotoras de Salud (lay health workers) and cultur- 
ally appropriate materials and curricula 

The Arizona ATS results also showed a substantial increase in the proportion of smok 
ers who reported that either a health-care provider or a dentist both asked about tobacco 
use and advised them to quit. Health-care providers can play a key role in assisting 
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patients to quit smoking (2), and brief physician advice substantially increases success- 
ful quitting (2). TEPP, through statewide and local projects, provides training for health- 
care providers to increase the number of patients with whom they briefly discuss stop- 
ping smoking. 

The findings in this report are subject to at least five limitations. First, it is difficult to 
separate the effects of TEPP from price increases. The cigarette tax in Arizona increased 
from $0.18 to $0.58 per pack in November 1994, which may have contributed to the 
decline in adult smoking prevalence. Although the tax increase occurred more than a 
year before the first survey, the average retail price of cigarettes in Arizona continued to 
increase from $2.08 in 1996 to $2.50 in 1999 (3). Second, some segments of the popula- 
tion in Arizona, including some low income residents, are more likely than others to lack 
telephone service and therefore not be included in the study sample. Third, the response 
rate in 1999 was almost nine percentage points lower than the response rate in 1996, 
which may have influenced the results. Fourth, health-care provider communication 
data about smoking was based on self-reported recall for an entire year; the validity of 
these self-reports was not determined. Finally, although declines in smoking rates in 
Arizona may be a result of TEPP, a cause-and-effect relation cannot be established by 
comparing data from the cross-sectional ATS surveys alone. Comparing Arizona smok- 
ing prevalence trends and trends in other states with varying levels of interventions 
during 1996-1999 could help to determine how much of the decline may be related to the 
Arizona TEPP rather than to regional or national influences. 

Arizona is one of seven states that meet CDC’s funding recommendations for FY 2001 
(4,5). The Arizona TEPP incorporates all nine components of a comprehensive tobacco- 
control program as recommended by CDC (4). The program added a certification pro- 
gram for smoking cessation counselors. The Arizona TEPP has been implementing strat- 
egies recommended in the Surgeon General's report Reducing Tobacco Use (6), CDC's 
Best Practices for Comprehensive Tobacco Control Programs (4), the Clinical Practice 
Guidelines for Treating Tobacco Use and Dependence (2), and the Task Force on Com- 
munity Preventive Services (7). The findings of the 1996 and 1999 Arizona ATS suggest 
that an adequately funded and comprehensive program can substantia!ly reduce 
tobacco use overall and across diverse demographic groups. Recent reports from Cali- 
fornia indicate that sustaining such a program for at least 9 years also could result in 
reductions in lung and bronchial cancer and coronary heart disease rates (8,9 ). Attain- 
ment of the 2010 national health objective (70) to reduce adult smoking rates to <12% 
will require similar programs to be implemented across the United States. 
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Protracted Outbreaks of Cryptosporidiosis 
Associated With Swimming Pool Use — Ohio and Nebraska, 2000 


Swimming is the second most popular exercise in the United States with approxi 
ately 400 million pool visits annually (7). During the summer of 2000, five outbreaks of 
ryptosporidiosis linked to swimming pools were reported to CDC. This report summa 
rizes the investigations of two of these outbreaks involving approximately 1000 cases 


ind provides recommendations to reduce the transmission of pool-related disease 


Ohio 
In July 2000, the Delaware City/County Health Department (DCCHD) learned of sev 
eral laboratory-confirmed cases of cryptosporidiosis potentially linked to a private swim 
lub. To determine associated exposures, DCCHD, in collaboration with the Ohio State 
Heaith Department and CDC. conducted an investigation 
A descriptive study and two telephone-based case-control studies were conducted: a 
community-based study to examine potential sources of the outbreak and a swim club 
based study to identify club-related risk factors. Persons were asked about source of 
irinking water, recent travel, visits to pools and lakes, swimming behaviors, contact with 
persons or young animals, and day care attendance 
A clinical case was defined as diarrhea (three loose stools during a 24-hour period) in 
3 person for at least 1 day. A laboratory-confirmed case was defined as diarrhea, vomit 
ng, or abdominal cramps in a person and a stool specimen that tested positive for 
Cryptosporidium parvum. All case-patients were in central Ohio during June 17—August 
18. Case-patients and controls were frequency matched by age 
DCCHD identified 700 clinical cases among residents of Delaware County and three 
neighboring counties. The outbreak began in late June and continued through Septem 
ber (Figure 1). The club closed during July 28—-August 4. Of 268 stool samples submitted 
to DCCHD, 186 (70%) tested positive for Cryptosporidium; 47 \|aboratory-confirmed case 
patients were enrolled in the two case-control studies. The median age of these case 
patients was 6 years (range: 1-46 years) and 28 (61%) were female. The median dura 
tion of illness was 7 days (range: 1-36 days). Symptoms included diarrhea (91%), loss of 
appetite (87%), abdominal cramps (83%), and vomiting (35%). Nearly half (45%) 
reported intermittent diarrhea 
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FIGURE 1. Number of laboratory-confirmed* and clinical’ cryptosporidiosis cases, by 
date of onset — Delaware County, Ohio, June-September 2000 


Laboratory Confirmed 


1c] Pool Closed 
inical 


++ 


Aug 


Date of Onset 


Diarrhea, vomiting, or abdominal cramps and a stool specimen that tested positive for 
Cryptosporidium 


Diarrhea (three loose stools during a 24-hour period) for at least 1 day 


Swimming at the private club was strongly associated with illness in the community 
case-control study. Of the 47 case-patients, 40 (93.6%) went swimming in the pool, com 
pared with 24 (55%) of 44 controls (odds ratio [OR]=42.3; 95% confidence interval 
[Cl]=12.3-144.9). In the club-based case-control study, activities that increased the risk 
for pool water getting in the mouth (e.g., standing under a pool sprinkler) increased the 
risk for illness (OR=8.4; 95% Cl=1.8-54.8). At least five fecal accidents, one of which was 
diarrheal, were observed 


Nebraska 


In August 2000, the Douglas County Health Department, Nebraska, detected an 
increase in laboratory-reported cases of cryptosporidiosis. Initial cases were linked to a 
private club with swimming facilities (club A). Additional case-patients reported swim- 
ming at club A, at another nearby private club (club B), or at other local pools. The pools 
at clubs A and B subsequently closed for 2 weeks in mid-August. 

A case-control study was conducted at club A to identify community and club-specific 
risk factors. A clinical case was defined as diarrhea (three loose stools during a 24-hour 
period) in a person who was a member of club A. A laboratory-confirmed case was 
defined as diarrhea, vomiting, or cramps in a person who had a stool specimen that 
tested positive for Cryptosporidium. All case-patients were in the Douglas County area 
during June 3-September 28. Members of club A with laboratory-confirmed or clinical 
cases of cryptosporidiosis were enrolled in the study. Controls were randomly selected 
from the club A membership list and frequency matched by age 

The outbreak began in mid-June, peaked in mid-August, and tapered off in Septem- 
ber, coinciding with the end of the outdoor swimming season in Nebraska (Figure 2). Of 
225 clinical and laboratory-confirmed cases, 65 (29%) were laboratory-confirmed and 
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FIGURE 2. Number of primary cryptosporidiosis cases, by club membership and date of 
onset — Douglas County, Nebraska, June—September 2000 


aks Hos om AMb bomen ol tlh 


205 (91 persons were interviewed. Case-patients were primarily children aged 
years or adults aged 20-40 years, with a median age of 10 years (range: <1-77 years) 


Symptoms included diarrhea (94%), abdominal cramps (83 loss of appetite (74 
y i; 


nausea (60%), and vomiting (43%). The median duration of diarrhea was 7 days (range 


1-44 days), and nearly half (46 of patients reported intermittent diarrhea 


Thirty-seven case-patients and 36 controls were included in the case-control study at 


lub A. Iliness was associated with swimming at club A (OR=5.0; 95% Cl=1.48-17.7) and 


3) 


having been splashed with pool water (OR=5.3; 95% Cl=1.6—18.9) 


Swimmers often swam at multiple pool facilities and swim/dive team meets were 


held at both clubs A and B. Approximately 18% of the case-patients reported swimming 
while symptomatic, and nearly one third (32 swam either during iliness or during the 
week period after symptoms subsided. Fecal accidents were observed at both clubs 


Dy: F veverka MPH, N Sh —pirTro, Al aware } -ount alth Dept, De 
MS, S York, MPH, W Becker 
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Editorial Note: Outbreaks of gastrointestinal illness associated with treated recreational 


water (e.g., swimming pools) appear to have increased in recent years with most being 
caused by Cryptosporidium (2,3). Although a fecai accident by a swimmer can expose 
other swimmers to various disease-causing organisms, the probability of transmission 
f cryptosporidiosis is higher in this setting for two reasons. First, Cryptosporidium 
oocysts are extremely resistant to chlorine and may remain infective for several days in 
swimming pool water containing recommended chlorine concentrations (4 ) and, because 
of their small size, may not be removed efficiently by conventional pool filters. Second, 
the high titer of Cryptosporidium in diarrhea from infected persons (5) and the low 
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infectious dose (6 ) make it possible for a single fecal accident to sufficiently contaminate 
an entire pool such that accidental ingestion of a few mouthfuls of water can result in 
infection 

The protracted nature of these two outbreaks highlights the challenges faced by 
health departments and pool managers in detecting and controlling pool-associated 
cryptosporidiosis outbreaks. The outbreaks went unreported for several weeks, possibly 
because ill persons often do not seek health care for diarrheal illness (U.S. Department of 
Agriculture, unpublished data, 1997). During this time, ill persons continued to swim, 

creasing the likelihood that contamination of the pools continued to occur. It is unclear 

whether extended pool closure reduced the potential for exposure or contributed to 
transmission at other pools. A multicomponent approach to outbreak prevention is needed 
that combines education of swimmers and pool staff, pool design modifications, and 
improved operations and maintenance proc edures 

The high incidence of diarrhea in the United States (7) and the continued use of the 
pools during illness suggest that education of the public is an important component of any 
prevention strategy. To reduce pool contamination and the spread of cryptosporidiosis 
and other diarrheal illnesses, public health officials and pool managers should educate 
staff and patrons about key messages that may reduce recreational water illness trans 
nission. To prevent transmission, persons with diarrhea should not swim, swimmers 
should avoid swallowing pool water, and persons should practice good hygiene before 
swimming, after using the restroom, and after changing a diaper 

improved design and management of pools also may reduce the risk for disease 
transmission. Public health officials and pool operators should consider 1) using sepa 
rate filtration systems for “kiddie” pools and other pools to decrease the potential for 
ross-contamination; 2) optimizing filtration rates of kiddie pools without facilitating suc 
tion injuries to decrease the length of time that swimmers would be exposed to patho 
gens; and 3) ensuring that restrooms and diaper changing areas are close to the pool and 
are clean and adequate in number. Management practices should 1) reinforce that pool 
operators regularly maintain and monitor pH and free residual chlorine levels to help 
prevent transmission of most waterborne pathogens; 2) develop policies for pool dis 
infection following a fecal accident (8,9 ); 3) train staff about prevention of recreational 
water illness transmission; and 4) institute frequent restroom breaks for young swim 


mers to reduce the potential for fecal accidents 


During a pool-associated or other local outbreak of cryptosporidiosis, extra vigilance 


is necessary to prevent swimming-related disease transmission. Those at risk for seri 
ous illness (e.g., immunocompromised persons) should consider not swimming during an 
outbreak. In addition, because persons ill with cryptosporidiosis often have intermittent 
diarrhea and Cryptosporidium can be excreted for several weeks after diarrhea sub 
sides (10), ill swimmers should refrain from swimming while ill with diarrhea and should 
also not swim for a 2-week period after cessation of diarrhea. Operators of implicated 
pools should intensify education efforts and consider prohibiting diaper- and toddler 
aged children from swimming during the outbreak. In addition, health officials should 
alert pool operators in the geographic area so they can undertake intensive education 
efforts to prevent infected persons from swimming in and potentially contaminating their 
pools. Further evaluation is needed to determine the efficacy of extended pool closures 
on preventing Cryptosporidium transmission. Additional information about prevention 
of recreational water illness is available at http://www.cdc.gov/healthyswimming. 
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Prevalence of Parasites in Fecal Material 
from Chlorinated Swimming Pools — United States, 1999 


a result of the 1998 outbreak of infection with the chlorine-sensitive pathogen 

oli 0157:H7 at a waterpark in Georgia (7 ), many public health departments 

ipdated their guidelines for disinfecting pools following a fecal accident. Many of these 
ines recommended treating all fecal accidents as if they contained the highly 
ine-resistant parasite Cryptosporidium parvum (2), generally resulting in 
hyperchlorination and pool closures of up to a day. To determine whether fecal accidents 
commonly contained Cryptosporidium, the prevalence of this parasite and the moder 
chlorine sensitive parasite Giardia intestinalis (3) was assessed by asking swim 


ately 


ming pool operators throughout the United States to collect formed stools from fecal 


accidents in their pools. This report summarizes the results of this study and provides 
recommendations for disinfecting pools following fecal accidents 

During 1999, 47 swimming pools, waterparks, or aquatics centers were enrolled in 
the survey by telephone. Sample collection began Memorial Day weekend (May 29) and 
ended after Labor Day weekend (September 6). Samples of each fecal accident were 
collected into vials containing 10% formalin. Labels included no pool-specific identifiers. 


Samples were tested for Cryptosporidium- and Giardia-specific stool antigen without 
prior concentration. All positive specimens were verified using an immunofluorescent 
yntibody mixture specific to Cryptosporidium and Giardia followed by microscopic iden 


tific ation 
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None of 293 formed stools from fecal accidents collected by pool operators contained 
Cryptosporidium. Giardia was found in 13 (4.4%) of the samples. Because this study 
addressed parasite prevalence in only formed stool, no information relating to disinfec 
ion procedures for diarrheal fecal accidents was obtained 
°>DC Recreational Waterborne Disease Working Group, Div of Emergency and 
salth Svcs, National Center for Environmental Health; Div of Bacterial and 
Diseases, Div of Viral and Rickettsial Diseases, Div of 
oposed National Center for Infectious Diseases; Div of 
{ itentional Injuries Prevention, National Center for Injury Prevention and Control, CDC 
Editorial Note: During the 1990s, reports of outbreaks of gastrointestinal disease 
associated with the use of disinfected recreational water (i.e., swimming and wading 
pools, waterparks, fountains, hot tubs, and spas) have gradually increased (4). During 
1989-1998, approximately 10,000 cases of diarrheal illness were associated with 32 
recreational waterborne disease outbreaks in disinfected water venues in the United 
States. Ten outbreaks occurred during 1997-1998, the highest number of recreational 
water outbreaks ever reported (4 ). Because diarrheal illness is underreported to public 
health authorities, the number of outbreaks associated with recreational water use is 
probably higher (5). The number of swimming exposures in the United States 
approximately 400 million annual visits) (6) and increasing attendance at high capacity 
recreational water venues provide strong incentives to review and improve 
recommendations to reduce the transmission of gastrointestinal illness resulting from 
recreational water use 
Because swimming typically involves sharing water with many other persons in a 
pool, the water contains various bodily fluids, fecal matter, dirt, and debris that wash off 
bodies during swimming activities. Fecal matter is regularly introduced into the water 
hen someone has a fecal accident through release of formed stool or diarrhea into the 
water, or residual fecal material on swimmers’ bodies is washed into the pool. Fecal 
contamination may be more likely to occur when there is a high density of bathers, 
particularly diaper- and toddler-aged children. Swallowing this fecally contaminated 
water is the primary mode for transmission of enteric pathogens in recreational water 
outbreaks 
Aithough chlorine is an effective disinfectant, it does not instantly kill all pathogens 


In addition, some pathogens, such as the parasite Cryptosporidium, are highly resis 
tant to chlorine concentrations routinely used in pools (2). Because of frequent fecal 


contamination, the inability of chlorine disinfection to rapidly inactivate several patho 


gens and the common occurrence of accidental ingestion of pool water, transmission of 


pathogens can occur even in well-maintained pools 

The low prevalence of Cryptosporidium in formed fecal accidents in this study indi 
cates that regulators can adopt less stringent disinfection guidelines by disinfecting pool 
water as if it contained the moderately chlorine-resistant parasite Giardia. Although 
there is a large differential between inactivation times for Cryptosporidium, Giardia, and 
E. coli (approximately 7 days, <1 hour, and <1 minute, respectively, at 1 mg/L free avail 
able chlorine [2,3,8 ]), responding to formed fecal accidents with water treatment suffi 
cient to inactivate Giardia also should be sufficient to inactivate other known viral and 
bacterial waterborne pathogens, including E. coli 0157:H7 (8). 

On the basis of these findings, CDC has prepared recommendations for responding to 
fecal accidents in disinfected recreational water venues (see Notice to Readers, page 
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Drowning — Louisiana, 1998 


Drowning is the third leading cause of death from unintentional injuries in Louisiana. 
In 1998, the fatality rate from drowning for Louisiana residents was 3.1 per 100,000 
population, higher than the U.S. rate of 1.9 per 100,000, and more than twice the 2000 
national target of 1.3 per 100,000 population. This report describes the demographics 
and risk factors associated with drownings in Louisiana in 1998. Findings indicate that 
alcohol or illicit drug use was found in approximately 60% of tested victims aged >13 
years and that none of the victims of boating-related drowning were correctly wearing a 
personal flotation device (PFD). Prevention efforts should focus on decreasing alcohol 
and illicit drug use and increasing the proper use of PFDs among boaters and others 
involved in water recreation 

The Louisiana Office of Public Health examined three sources of data on persons who 
died by drowning: 1998 death certificates, coroners’ records, and records of investiga 
tions performed by the Louisiana Department of Wildlife and Fisheries (.DWF). A case 
was defined as death in a resident of Louisiana coded on the death certificate as having 
drowned in the state during 1998. Using death certificates, 137 cases were identified. Of 
these, 114 investigative reports were reviewed: 96 with coroners’ records, six with 
LDWF reports, and 12 with both; investigative reports for 23 (17%) cases could not be 
obtained. In addition, modifiable risk factors were analyzed. Alcohol and illicit drug use 
were examined in the deaths of persons aged >13 years. Use was determined by the 
presence of ethanol or metabolites of illicit drugs in samples collected at autopsy. Among 
deaths that occurred in a swimming pool, pool fencing was described as present or 
absent, and PFD use was recorded for investigative reports of boating-related drowning. 

Of the 137 drowning cases, 115 (84%) occurred among males. Blacks and whites died 
n almost equal numbers, 68 (50%) and 67 (49%), respectively; however, the rate of 
drowning among blacks was more than twice the rate of whites, 4.8 per 100,000 and 2.3 
per 100,000, respectively. The median age of drowned persons was 32 years (range: 10 
months-94 years). The highest drowning rate was among persons aged 25-35 years (3.8 
per 100,000). Children aged <4 years accounted for 10% of the total deaths and had the 
second highest rate (3.5 per 100,000). Among those cases in which the manner of death 
could be determined, 122 (95%) were classified as “accident” (unintentional); seven 
5%) were Classified as suicide. Twelve (9%) drowning deaths were work-related. 

Of 114 deaths with coroner or LDWF records, 83 (73%) occurred in natural bodies of 
water (e.g., lakes, bayous, rivers, and the Gulf of Mexico), 19 (17%) in swimming pools, 
and seven (6%) in bathtubs or hot tubs. Four deaths were classified to have occurred in 
an “other setting” and in one death the setting was unknown. Alcohol testing was 
recorded in 72 (76%) of the 94 decedents aged >13 years; 43 (60%) had evidence for the 
presence of alcohol and/or illicit drugs. Thirteen (30%) decedents were positive for alco 
hol and illicit drugs, 28 (67%) were positive for alcohol, and one (2%) was positive for illicit 
arugs 

Among the 19 deaths that occurred in a swimming pool, 11 (58%) were in children 
aged <14 years. Children aged <4 years died in swimming pools at the highest rate (1.3 
per 100,000). The presence or absence of fences was noted in eight (42%) deaths. Six 
pools had and two did not have fencing. 
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Notice to Readers 


National Safe Boating Week — May 19-25, 2001 


National Safe Boating Week is May 19-25, 2001. Boating safety improved in the 
United States throughout the 1990s. Despite a 15% increase in boats registered, the 
boating fatality rate declined 32% from 1990 to 1999. However, boating-related deaths 
continue to occur. In 1999, 734 persons died in boating incidents. Boaters routinely should 
adopt safety practices 

All boaters should wear personal flotation devices (PFDs). Capsizing and falling over 
board account for more than half of all recreational boating deaths each year (7) 
Although all states and territories (except Guam, Hawaii, and Idaho) have regulations on 
wearing life jackets, most affect only children aged <12 years 

Boaters should avoid alcoholic beverages while boating. Alcohol use affects judg 
ment, vision, balance, and coordination. Approximately one third of all deaths caused by 
a collision involved alcohol use 

Boaters should be aware of the risk for carbon monoxide (CO) poisoning. Potential 
sources of CO poisoning include using air conditioning powered by an onboard motor 
generator, operating a gasoline powered engine while docked and/or rafted with other 
boats operating engines, or being underway with improper cabin ventilation. To avoid CO 
poisoning, boaters should have sufficient ventilation, properly install and maintain equip 
ment, and use CO detectors 

Boaters should be aware of potential hazards and the regulations of operating a boat. 
Boating education courses teach the regulatory and statutory rules for safely operating 
ind navigating recreational boats. The U.S. Coast Guard Auxiliary and U.S. Power Squad 
ron offer the Vessel Safety Check (VSC) program to promote boating safety. Volunteers 
check safety equipment and provide information about equipment purpose, safety pro 
cedures, and applicable regulations 

Additional information about boating safety is available from the U.S. Coast Guard, 
Office of Boating Safety at http://www.uscgboating.org or National Association of State 
Boating Law Administrators at http://www.nasbla.org.* Information about the VSC pro 
gram is available at http://www.usps.org/national/vsc/vsc_main.htm. CDC fact sheets and 
articles on boating and water safety are available at http://www.cdc.gov/safeusa/water 
water.htm and http://www.cdc.gov/mmwr/preview/mmwrhtmli/mm4949a1.htm 
Reference 
1. US Coast Guard. Boating statistics—1999. US Department of Transportation, US Coast 


Guard, 1999. Available at http://www.uscboating.org. Accessed May 2001 


*References to sites of nonfederal organizations on the World-Wide Web are provided as a 
service to MMWA readers and do not constitute or imply endorsement of these organizations 
yr their programs by CDC or the U.S. Department of Health and Human Services. CDC is not 
responsible for the content of pages found at these sites 
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Responding to Fecal Accidents in Disinfected Swimming Venues 
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Notice to Readers Continued 


by the state or local regulatory authority. Maintain the free available chlorine concentration 
and pH at standard operating levels based on state or local regulations. If necessary, consult 
yr local regulatory authorities for recommendations on bringing the free available chlo 
rine levels back to an acceptable operating range 
7. See AS 
No uniform recommendations for disinfection of vacuum systems are available. However, if 
a vacuum system is accidentally used, the waste should be discharged directly to a sewer or 
ther approved waste disposal system and not through the filtration system. The dilution 
effect of the pool water going through the hose may reduce the risk for high-level contami 
nation of the vacuum system 
CT refers to concentration (C) of free available chlorine in mg/L or ppm multiplied by time (T) 
if 


nm minutes 


pool operators want to use a different chlorine concentration or inactivation 
time, they need to ensure that CT values always remain the same. For example, if an operator 
finds a formed fecal accident in the pool and his pool has a free available chlorine reading of 
3 mg/L and a pH of 7.5, to determine how long the pool should be closed to swimmers, locate 
3 mg/L in the left column of the table and then move right and read the pool closure time. The 
pool should be closed for 19 minutes. Example 2: The CT inactivation value for 
Cryptosporidium is 9600, which equals (20 mg/L)(480 minutes) (i.e., 8 hours). After a diarrheal 
accident in the pool, an operator determines she can only maintain 15 mg/L. How long would 
hyperchlorination take? Answer: 9600=CT=[(15)(T)];T=9600/15=640 minutes=10.7 hours 

The impact of chlorine stabilizers (e.g., chlorinated isocyanurates) on pathogen inactivation 
and disinfectant measurement is unclear and requires further investigation. State or local 


regulations on chlorinated isocyanurates use should be consulted 
y 


Many conventional test kits cannot measure free available chlorine levels this high. Use 
an measure free available chlorine in a range that includes 20mg/L 
(such as those used in the food industry) or make dilutions for use in a standard DPD (N, 


hiorine test strips that c 
N-diethyl-p-phenylenediamine) test kit using chlorine-free water 


TABLE 1. Free available chlorine concentrations and pool closure time* required 
for disinfection of pools after a formed fecal accident 





Concentration Pool closure time 
(mg/L or ppm) (minutes) 


<0.4 





0 


3 





* Theoretical pool closure times for 99.9% inactivation of Giardia cysts by free available 
chlorine, pH 7.5, 25C were derived from the Environmental Protection Agency's (EPA) Disin 
fection Profiling and Benchmarking Guidance Manual. EPA data were generated from origi- 
nal pathogen inactivation data and modeled for use in drinking water treatment facilities. 
These data were used to develop the pathogen inactivation table from which these pool 
closure times were derived. The applicability of these data to pools, where water and dis 
infectant mixing may not be uniform, has not been shown. Therefore, these poo! closure 
times do not take into account “dead spots” and other areas of poor pool water mixing. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending May 19, 2001, with historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending May 19, 2001 (20th Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending May 19, 2001, and May 20, 2000 (20th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending May 19, 2001, and May 20, 2000 (20th Week) 





Gonorrhea 


Hepatitis C 
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Legionellosis 


Listeriosis 


Lyme 
Disease 








Cum 
2001 


Cum 





Cum Cum 





Cum i 





Cum 





Cum 


| Cum 
2000 





Reporting Area 


2000 


2001 2000 


2001 2000 


2001 


2001 


1999 


365 








May 25, 2001 


TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending May 19, 2001, and May 20, 2000 (20th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending May 19, 2001, and May 20, 2000 (20th Week) 





Shigellosis* 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending May 19, 2001, 
and May 20, 2000 (20th Week) 





H. influenzae 
invasive 


Hepatitis (Viral), By Type 
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TABLE Ill. (Cont’d) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending May 19, 2001, 
and May 20, 2000 (20th Week) 





Meningococcal 
Disease Mumps Pertussis Rubella 
Cum | Cum | Cum Cum Cum Cum 

Reporting Area 2001 2000 2001 2001 2000 _| 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
May 19, 2001 (20th Week) 


All Causes, By Age (Years Pal All Causes, By Age (Years Pal 
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ce to Readers Continued 


when Td is not available, TT is not available for national distribution. Existing stocks of TT 
are extremely limited and are mainly reserved for production of tetanus immune globu 
lin and other special circumstances. 

Health-care providers and institutions requiring Td for priority indications should con 
tact Aventis Pasteur, telephone (800) 822-2463 or (800) VACCINE. Institutions should 
place orders for their anticipated needs for priority indications only. Limiting quantities of 
vaccine in each order is necessary to assure the widest possible distribution of available 
vaccine. For emergency situations (e.g., natural disasters) requiring increased use of Td, 
Aventis Pasteur can provide vaccine within 24 hours. 

References 
CDC. Update on the supply of tetanus and diphtheria toxoids and of diphtheria and teta 
nus toxoids and acellular pertussis vaccine. MMWR 2001;50:189-90 

2. CDC. Shortage of tetanus and diphtheria toxoids. MMWR 2000;49:1029-30 

3. Immunization Practices Advisory Committee. Diphtheria, tetanus, and pertussis: recom 
mendations for vaccine use and other preventive measures—recommendations of the 
mmunization Practices Advisory Committee (ACIP). MMWR 1991;40(no. RR-10) 


Vol. 50, No. 19 


In the article, “ Update: Syringe Exchange Programs — United States, 1998,” on page 

387, an error occurred in the fourth sentence of the last paragraph. It should read, 

Assuring availability of sterile syringes for IDUs who continue to inject is only one 
component of a comprehensive approach to HIV prevention for IDUs.” 
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